U.S. NAVY MEDICINE 



September-October 1983 




Surgeon General of the Navy 
VADM Lewis H. Seaton, MC, USN 

Commander 

Naval Medical Command 

RADM William M. McDermott, Jr.. 

MC, USN 



US. NAVY MEDICINE 



Vol. 74, No. 5 
September-October 1983 



Public Affairs Officer 

LT Drew Malcomb. USN 

Editor 

Jan Kenneth Herman 

Assistant Editor 

Virginia M. Novinski 

Editorial Assistant 
Nancy R. Keesee 



1 From the Commander 

Quality of Care: A Perception 

2 Department Rounds 

Navy Responds to Coalinga Earthquake 
LTK.L. Hution, MSC, USN 

4 Features 

NMRDC: Headquarters for Research and Development 
LCDR S.R. Lamar, MSC, USN 



11 Pediatric Weight Watchers 

LCDR M.A. Strapp, NC, USN 



POLICY: U.S. .Yaw .Medicine is an official publication of the 
Navy Medical Department published by the Naval Medical 
Command. It disseminates to Navy Medical Department per- 
sonnel official and professional information relative to medi- 
cine, dentistry, and the allied health sciences. Opinions 
expressed are those of the authors and do not necessarily repre- 
sent the official position of the Department ot the Navy, the 
Naval Medical Command, or any other go* crnmental depart- 
ment or agency. Trade names are used for identification only 
and do not represent an endorsement by the Department of the 
Navy or the Naval Medical Command. Although U.S. \a\y 
Medicine may cite or extract from directives, official authority 
for action should be obtained from the cited reference. 

DISTRIBUTION: U.S. .Voir Medicine is distributed to 
active duty Medical Department personnel via the Standard 
Navy Distribution List. The following distribution is author- 
ized: one copy for each Medical, Dental. Medical Service, and 
Nurse Corps officer; one copy for each 10 enlisted Medical 
Department members. Requests to increase or decrease the 
number of allotted copies should be forwarded to US Vavv 
Medicine via the local command. 

U.S. SA VY MEDIC1XE is published front appropriated 
funds by authority of Department of ihe Navy. Naval Medical 
Command, in accordance with Navy Publications and Printing 
Regulations P-35 Second class postage paid at Philadelphia, 
PA. and additional mailing offices. ISSN 0.164-5807, Articles, 
lettets, and address changes may be forwarded to the Editor 
U.S. .Vav i Medicine, Department of the Navy, Naval Medical 
Command IMEDCOM 00D4I. Washington, DC 3)372. Tele- 
phone I Area Code 202) 653- 1 237, 653- 1 297; Autovon 2W- 1237. 
294-1297. Contributions trom the field are welcome und will be 
published as space permits, subject to editing and possible 
abridgment. 

Kor sale by the Superintendent of Documents. U.S. Govern- 
ment Priming Office. Washington, DC 20402. 



NAVMED P-50S8 



POSTM.ASTER: Send change ot address orders to U.S. Naval 
Publications and Forms Center. ATTN: Code 306, 580 1 Tabor 
Avenue. Philadelphia, PA 19120. 



IS Special Report 

U.S. v. Willie J. Smith: AFIP and Criminal Cases 

18 Clinical Notes 

Glossodynia: Diagnosis and Treatment 
CDR G.M. Taybos, DC, USN 
CDR G. T. Terezhalmy, DC, USN 

20 Professional 

Cholera in Truk: A Major Epidemic 
LCDR J. W. Smith, MC, USN 
LCDR G.H. Poppell, MSC, USN 
CAPT R.H. Rahe. MC, USN 

Notes and Announcements 
17 USUHS School of Medicine 

27 Hospital Corpsmen/ Dental Technicians Update 

28 In Memoriam . . , Otolaryngology Course , . . Critical Care Medi- 
cine . . . Help for Genetic Birth Disorder . - . Zero Tolerance 



COVER: Navy diver EM2 Dan Westermeyer suits up in a Mark 12 
diving system with the assistance of EA2 Paul Patterson at the Naval 
Medical Research Institute, Bethesda, MD. Hyperbaric medicine 
research is only one mission performed by the Naval Research and 
Development Command. Story on page 4, Photo by HM1 Kenton C. 
Smith. 



From the Commander 



Quality of Care: A Perception 



The Surgeon General and I have just 
returned from touring our facilities in 
Europe and the Mediterranean. Dur- 
ing those 2 weeks, 1 once again saw our 
medical teams working together under 
oftentimes difficult conditions. And 
yet, as usual, morale was high, the job 
was getting done, and we were even 
having some fun along the way. 1 
salute those of you who are in the vital 
jobs overseas. You're doing a super 
job. 

And I want to stress that we're 
doing pretty well overall. During the 
first three-quarters of this fiscal year, 
for example, our facilities worldwide 
handled nearly 9 million outpatient 
visits, admitted more than 170,000 
patients, performed 16 million dental 
procedures, completed 26 million lab 
procedures, and filled 10 million phar- 
macy units. We provide a lot of care to 
a lot of people. 

But I'm not the only one who thinks 
we're doing a good job. The following 
are quotes from letters I have received 
at the Headquarters: 

• "Thank you very much for your 
note. 1 am receiving excellent medical 
care. I truly appreciate your concern." 

• 'Those who like myself have had the 
imperative need to use the facilities of 
this hospital, feel the need to loudly 
voice their deepest and most sincere 



gratitude. To the outstanding physi- 
cians, nurses, and corpsmen who not 
only showed their technical and pro- 
fessional capacities but who offer 
warmth and understanding, and made 
me feel calm and confident, 1 would 
like to express my everlasting 
gratitude." 

• "Thank you for your thoughtful- 
ness. Despite the circumstances which 
brought me to the hospital, it was an 
extraordinary experience of loving 
care on the part of the doctors, interns, 
nurses, and corpsmen. Thank you." 

I not only appreciate comments like 
those, I agree with them wholeheart- 
edly. That's the good news. 

The news that is not so good is that 
we still have a problem with quality of 
care. 1 believe our quality of care is 
more than adequate. Yet many of our 
beneficiaries don't. Why? It's not that 
the actual treatment is not good; it's 
simply that some of our beneficiaries 
perceive the treatment is not good. 

How do you change negative per- 
ceptions? I'm not sure we can without 
hiring a Madison Avenue public rela- 
tions firm. But we can negate some of 
those impressions with good old bed- 
side manner. This bedside manner 
starts the minute our patients walk in 
the door and continues until they 



leave. It's based on the cheerful smiles 
and personal attention that go hand- 
in-hand with actual medical treat- 
ment. 

It has to do with sharp uniforms and 
military bearing. It means going out of 
our way to be helpful to our patients. 
It means taking the personal initiative 
to make sure things get done right — 
not using the cliche of "It's not my 
job." It means taking time to explain 
to patients what's going on, making 
sure they understand and accept what 
you're saying. 

It means an awful lot of soft words 
and soothing gestures, hand-holding 
and back-patting. But after all, isn't 
that what the healing art is all about? 
When we signed aboard, didn't we all 
have a desire to help humanity? We 
were so eager to take on those who 
were sick and distressed, and help 
them set their lives straight again. 

1 want you to remember what that 
feeling was like — how good it felt to 
help someone else. And try to recall 
that feeling every morning when 
you're heading for work and the traf- 
fic's murder, and during the day when 
things aren't going quite so well. 

1 know we're as good as anyone else 
and better than many. But until our 
patients believe that, we still have 
some work to do. 



William M. McDermot 
RADM, MC, USN 




September-October 1983 



Department Rounds 



Navy Responds to 
Coalinga Earthquake 



It has been several months since the 
little town of Coalinga in central Cali- 
fornia was rocked by a major earth- 
quake measuring 6.7 on the Richter 
scale. 

The quake struck 2 May 1983 at 
4:42 p.m. and was felt as far away as 
Arizona and Nevada. Electrical power 
and telephone service were knocked 
out in an area 50 miles from the epi- 
center of the earthquake. Instantly, a 
call went out for help over the Ama- 
teur Radio Emergency Service from 
Coalinga. 

LT Lyle Melton of the Naval Hospi- 
tal Lemoore staff, monitoring his 
HAM radio receiver, heard the call 
and proceeded to the Naval Hospital 
to provide "ears and voice" during the 
initial period following the quake. 

CAPT T.F. Levandowski, Com- 
manding Officer of the Naval Hospi- 
tal, immediately began the disaster 
recall plan. Minutes later, three ambu- 
lance teams, with medical officers on 
board, were sent to Coalinga, 40 min- 
utes away. Having traveled through 
burning oil fields to reach Coalinga 
Hospital, the teams were greeted by 
injured persons filling the halls wait- 
ing to be treated by the hospital staff. 

The first Navy ambulance to arrive 
was tasked with evacuating a victim 
suffering from a serious head injury, 
internal bleeding, and a broken arm. 
The second ambulance also evacuated 



a severely injured victim to a medical 
facility 50 miles from the disaster site. 
The third team provided assistance to 
a public health physician at an emer- 
gency medical center set up at the 
Coalinga Police Station. According to 
persons at the emergency center, the 
Navy's presence seemed to instill con- 
fidence that help had arrived and re- 
covery was underway. 

At the emergency center suppties 
were laid out and sawhorses were set 
up to support the gurneys. Hospital 
corpsmen assisted several victims of 
the quake, including a potential heart 
attack victim and an elderly blind 
patient whose home was severely dam- 
aged. They also notified the fire 
department of a gas leak they detected 
while providing assistance. 

Back at the Naval Hospital events 
moved quickly. Previous disaster 
drills payed off. After inspecting the 
hospital for structural damage, all 
ambulatory patients and nonessential 
personnel were instructed to leave the 
facility to insure adequate medical 
treatment space for potential casual- 
ties. 

The Naval Air Station (NAS) 
Lemoore gymnasium was also used by 
the disaster team for a triage area. 
Materials were readied and litter bear- 
ers and other medical support person- 
nel stood by. NAS informed the 
hospital that a manpower pool was 




available as walking donors, litter 
bearers, and as security personnel. 

Many valuable lessons were learned 
from this disaster: 

• Because no life-support medica- 
tions were on hand in the ambulances, 
a "Sparks Kit" containing life-support 
medications has been developed. The 
kit should be taken along in naval 
ambulances when physicians accom- 
pany the ambulance crews. 

• Though checked daily, communica- 
tions systems were undependable. A 
reliable emergency radio system is 
being explored. 

• Telephone communications were 
lost on NAS. Pay phones continued to 
work; however, it was difficult to 
implement effectively the disaster 
recall plan via a pay phone system. 
The Quality Assurance and Disaster 
Control Committees recommended 
that some hospital phones be placed 
on emergency electrical power to 
resolve the internal communications 
problem. The project is nearly com- 
pleted. 
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Left: Sights like this were everywhere following the devastating earthquake. Below: Naval 
Hospital Lemoore personnel cook and serve food to victims of the Coalinga earthquake. 




Questions of concern brought up 
after the disaster include: 

• What is an adequate number of 
folding canvas stretchers to have 
available? 

• Is the security net for the hospital 
adequate to prevent unauthorized 
intrusion by local news media repre- 
sentatives? 

• To what extent, if any, can civilian 
volunteers be utilized? 

• Are disaster preparedness checklists 
up to date and available? 

On 11 May 1983 Naval Hospital 
Lemoore personnel continued their 
support to a Red Cross mass-feeding 
program. The volunteers arrived at 
the Coalinga Elementary School 
cafeteria to cook and serve over 4,000 
earthquake victims. They worked con- 
tinuously throughout the day and into 
the evening. □ 



Story and photos by II Kenneth L. 
Button, M.SC. NAVMEDCOM. Northwest 
Region, Naval Hospital, Oakland, CA, 




CAPT T.F. Levandowski, Commanding Officer of Naval Hospital Lemoore. 
volunteers in the Red Cross mass-feeding program for victims of Coalinga. 
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NMRDC: Headquarters for 
Research and Development 



LCDR Steven R. Lamar. MSC, USN 



The Navy's biomedical research and 
development program is conducted at 
the Naval Medical Research and de- 
velopment Command (NMRDC) Na- 
val Medical Command, National 
Capital Region, Bethesda, MD. 
NMRDC was established 1 July 1974 
and is tasked with managing and co- 
ordinating Medical Department Re- 
search, Development, Test, and 
Evaluation (RDT&E) programs con- 
cerning the health, safety, and per- 
formance of Navy and Marine Corps 
personnel. NMRDC is underthe com- 
mand of the Naval Medical Com- 
mand, Washington, DC. 

Resource Acquisition Process 

Funds are provided through 
RDT&E {Program 6) appropriations 
and are distributed over five different 
funding categories designated as: 6.1 
Research, 6.2 Exploratory Develop- 
ment, 6.3 Advanced Development, 6.4 
Engineering Development, and 6.5 
Management and Support. NMRDC 
competes with other RDT&E claim- 
ants for resources within these catego- 
ries through the POM (Program 
Objectives Memorandum) process. 

Three sponsoring agencies are re- 
sponsible for distributing these funds 
among Navywide claimants involved 
in RDT&E activities encompassing 



LCDR Lamar is currently head of the Food 
Management Department, Naval Hospital, 
Bethesda, MD 20814. 



work in such diverse areas as elec- 
tronic warfare, avionics, nuclear 
weapons, and biomedical support. 
Sponsors for each category are: 6.1 
Chief of Naval Research, 6.2 Chief of 
Naval Development, and 6.3-6.5 
Director, Research, Development, 
Test and Evaluation (OP-098). The 
scientific merit and responsiveness to 
operational requirements of ongoing 
programs within the current fiscal 
year are insured through several 
mechanisms including laboratory- 
level review, NMRDC program man- 
agement review, and through 
documents submitted to sponsors and 
higher authorities. 

Program Management 

Total FY83 fiscal resources al- 
located to NMRDC amounted to 
$45,712,000 distributed among seven 
major program areas: submarine and 
diving medicine, electromagnetic radi- 
ation, human performance and avia- 
tion medicine, fleet health care 
systems, infectious diseases, fleet 
occupational health, and oral and 
dental health. All programs are man- 
aged by a full-time scientist/ adminis- 
trator responsible for coordinating the 
planning, development, and ad- 
ministration of all medical research 
and development activities within the 
program. Each of these major areas is 
described below. 

Submarine and Diving Medicine 
Program. The submarine medicine 
component of this program concen- 



trates on the health and safety of per- 
sonnel during prolonged periods of 
exposure to the submarine environ- 
ment and the enhancement of perfor- 
mance in critical tasks. 

Major activities focus on defining 
exposure limits for submarine atmos- 
phere contaminants, evaluating long- 
term health effects of undersea duty, 
and developing and evaluating a 
computer-based diagnosis/ treatment 
system for use by corpsmen aboard 
nuclear submarines. 

Recent accomplishments include 
the demonstration of cardiovascular 
deconditioning in crewmembers dur- 
ing extended submarine patrols and 
the commencement of sea trials of the 
computer-based diagnosis/ treatment 
system for abdominal pain. 

Diving medicine RDT&E objec- 
tives seek to provide biomedical tech- 
nology to support diving operations, 
increase the safety and effectiveness of 
divers at current operational depths, 
and make available physiological in- 
formation that will allow productive 
work to be performed at greater 
depths for longer times. 

The program establishes safe and 
efficient decompression procedures, 
biomedical criteria for the design of 
underwater breathing apparatus, and 
the determination of improved ther- 
apy for decompression sickness and 
air embolism. 

Work in these areas has resulted in a 
more precise definition of decompres- 
sion time and depth limits for rescue of 



U.S. Navy Medicine 



submarine personnel from saturation 
air exposures, development of new 
drug therapies for reducing cardiovas- 
cular and neurological damage caused 
by air embolism, and the determina- 
tion of an optimal oxygen pressure to 
treat spinal cord decompression sick- 
ness. 

Electromagnetic Radiation Pro- 
gram. Characterizes and evaluates the 
hazards of exposure to various forms 
of electromagnetic radiation found in 
operational environments, and the de- 
velopment of electromagnetic radi- 
ation-based medical equipment to 
meet operational requirements. 

Major programs include evaluating 
effects of microwave radiation on the 
central nervous system, determining 
distribution of absorbed energy in 
models exposed to electromagnetic 
radiation, and developing instruments 
to detect casualties and measure their 
vital signs at a distance. 

Work supported in electromagnetic 
radiation absorption has contributed 
significantly to the development of 
national safety standards for person- 
nel exposure to radiofrequency radia- 
tion. 

Human Performance and Aviation 
Medicine Program. Concentrates on 
biomedical RDT&E activities in the 
areas of human performance (physical 
and cognitive) and aviation medicine 
that have the potential for resolving 
problems associated with the opera- 
tional capability of Navy and Marine 
Corps personnel. 

Activities include developing im- 
proved biomedical tests, procedures 
and standards for the performance 
assessment, selection, classification, 
diagnosis, treatment, and retention of 
personnel; determining effects of pre- 
scribed drugs on physical, physiologi- 
cal, and psychological function and on 
job performance; and determining 
effects of environmental stressors 
(such as heat, cold, noise, impact, and 
motion) on human performance and 



developing exposure thresholds and 
technologies that eliminate or mitigate 
their harmful effects. 

Research in these areas has resulted 
in standardization and automa- 
tion of disequilibrium tests for avi- 
ators, identification of subcortical 
structures involved in lethal effects of 
acceleration impact for the purpose of 
improving protective equipment (e.g., 
helmets and restraint systems), devel- 
opment of an impact measurement 
system for evaluating physiological 
hazards associated with aircraft ejec- 
tions, and development of specifica- 
tions for sonar headphones that 
significantly improve target detection. 

Fleet Health Care Systems Pro- 
gram. Focuses on developing and im- 
proving the care and management of 
severely injured casualties and im- 
proving field and shipboard medical 
facilities, equipment, and logistical 
support and other technology con- 
cerned with the efficient delivery of 
health care. The program consists of 
five major components; blood /tissue 
transplantation, trauma manage- 
ment/surgery, cold injury/ hypother- 
mia, medical material, and medical 
information systems. 

Programs include developing tech- 
niques for treating ionizing radiation 
casualties; examining synthetic 
oxygen-carrying compounds as possi- 
ble blood substitutes; developing 
methods to accelerate and improve the 
quality of wound and nerve healing; 
developing medical equipment and 
supplies and evaluating procedures 
and methods of treating casualties 
during cold weather operations; devel- 
oping and evaluating medical/surgi- 
cal equipment and technologies to 
manage combat casualties and im- 
prove diagnosis, triage, and therapy; 
and determining the most effective 
command, control, and communica- 
tion techniques for wartime evacua- 
tion and medical logistics coordi- 
nation. 



Recent major achievements include 
identification of a new approach to 
treating radiation casualties using 
hemopoietic stem cells, development 
of a laser-assisted microsurgical 
device for repairing blood vessels and 
nerves, fabrication of a prototype 
device for warming hypothermic casu- 
alties with radiofrequency radiation, 
and completion of a disease and injury 
reporting system for use in out-patient 
clinics. 

Infectious Disease Program. Sup- 
ported through reimbursable Army 
funding in response to a Congres- 
sional directive that the Army be 
designated as the lead agency for 
DOD RDT&E activity in this area. 
The program objectives include deter- 
mining the etiology and epidemiology 
of infectious diseases that could have a 
serious impact on military personnel 
and investigating the pathogenic and 
immune mechanisms of disease agents 
in order to develop the optimal strat- 
egy for prevention or treatment. 

Specific programs are directed to- 
ward developing a sporozoite-based 
vaccine against Plasmodium falcipa- 
rum malaria using both conventional 
and recombinant DNA technologies, 
applying hybridoma technology to the 
production of protective antimalarial 
antibodies for short-term passive 
immunization, developing passive or 
active immunoprotection against 
major virulence factors of Pseudomo- 
nas aeruginosa, and evaluating the 
Navy-developed spherulin vaccine for 
Valley Fever in human volunteers. 

These Navy-managed activities 
have resulted in a variety of accom- 
plishments including the demonstra- 
tion that non-living malaria 
sporozoite antigens stimulate protec- 
tion, completion of a monograph on 
arboviruses infecting humans in 
Egypt, isolation of a mutant Rift Val- 
ley Fever virus strain that protects 
without producing viremia, identifica- 
tion of several new areas of 
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Figure 1. Acceleration platform employed for investigation of motion sickness. 
Right; Figure 2. Motion generator deter/nines the physiological and performance 
effects of ship motion on naval personnel. 



choloroquine-resistant malaria in 
Southeast Asia, and the demonstra- 
tion that corticosteroids are important 
in the treatment of severe typhoid 
fever. 

Fleet Occupational Health Pro- 
gram. Encompasses biomedical re- 
search and development related to 
toxicology, noise and hearing, ther- 
mal stress, occupational health infor- 
mation systems, chemical warfare 
defense, and other areas pertaining to 
occupational health. 

Major activities consist of develop- 
ing information systems to provide 
accurate data on exposures, illness 
and injury rates, and the health status 
of selected Navy personnel; identify- 
ing toxicological and epidemiological 
information used to establish person- 
nel exposure limits for specific chemi- 
cals, propellants, fuels, fluids, and 
combustion products; developing 
techniques and procedures for treat- 
ment and prevention of heat-related 
morbidity; improving methods and 
techniques for assessing health risks of 
noise exposure; and investigating the 
effectiveness of calcium blocking 
agents to enhance antidote protection 
against chemical warfare nerve agents. 



Recent accomplishments include 
fabrication of a prototype portable 
carboxyhemoglobinometer. initiation 
of a field test for the Navy Occupa- 
tional Health Information Monitor- 
ing System prototype, completion of 
evaluation for commercial hearing 
protection devices, and detection of 
parathion and a metabolite using con- 
tinuous transepidermal monitoring in 
animal models. 

Oral and Dental Health Program. 
The objectives are to improve opera- 
tional readiness capability, as it is 
affected by deficiencies in oral and 
dental health, and to improve 
methods for oral and maxillofacial 
wound treatment. This latter objective 
has been consolidated into a single 
program, Combat Dentistry, with the 
Army designated as the lead agency. 
Current RDT&E efforts address 
issues concerning the diagnosis and 
prevention of oral disease, manage- 
ment of traumatic injury and surgical 
problems, and oral health care 
delivery. 

Program content includes the devek 
opment of cost-effective methods of 
arresting oral and dental disease, new 
methods and materials to prevent den- 
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tal emergencies to enhance the quality 
of dental care in the military, and 
equipment and facilities that meet 
Navy and Marine Corps require- 
ments. 

Field testing is currently underway 
to evaluate the recently developed 
Marine Corps Expeditionary Dental 
Shelter. This shelter represents a con- 
siderable improvement over the pre- 
viously used cloth field dental facility 
in that it provides protection against 
chemical and biological agents. 
Another recent accomplishment with 
the potential for major impact on 
operational readiness is the develop- 
ment of a new enzyme that has been 
shown to prevent dental caries in 
laboratory animals. The clinical appli- 
cation of this new technology is 
expected to reduce dental emergencies 
that could impede Navy and Marine 
Corps operations. 



Laboratories 

Fight laboratories and three de- 
tachments are under the command of 
NMRDC. The following describe 
RDT&F. activities performed by these 
laboratories and detachments. 



Naval Aerospace Medical Research 
Laboratory (NAMRL), Pensaeola, 
FL. Primarily concerned with prob- 
lems relating to Navy and Marine 
Corps aviation. Major laboratory 
programs include the study of airand 
motion sickness in aviation personnel 
(Figure I ), evaluation of psychomotor 
skills required in aviation, develop- 
ment of criteria for selecting aviation 
personnel, investigation of aviation 
visual and auditory performance 
requirements, and the physiological 
and behavioral effects of nonionizing 
radiation. 

Naval Biudynamics Laboratory 
(NBDL), New Orleans, LA. Estab- 
lished to determine human responses 
to various types of dynamic forces 
(i.e.. ship motion, vibration, and ac- 
celeration impact) encountered in na- 
val environments. Major programs 
include studies of the physiological 
effects of ship motion (Figure 2), 
determination of human tolerance 
limits to total body vibration, and 
determination of human dynamic 
response to impact acceleration 
(Figure 3).* 

*Ste U.S. \uvr Medicine, August I9K 1. pp 4-6. 



Left: Figure J. Acceleration track used to determine medical and performance effects of 
impact acceleration, lieluw: Figure 4. Interior I'ta of the Marine Corps Expeditionary 
Dental Shelter set up for patient treatment. 
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Naval Dental Research Institute 
(NDRI), Great Lakes, IL. Located on 
the grounds of the largest Navy recruit 
training facility in the world. Epidemi- 
ologic investigations provide a contin- 
uous monitoring of dental treatment 
needs of incoming Navy recruits. 
Major programs include the develop- 
ment of chemoprophylactic and thera- 
peutic methods of dental disease 
prevention, studies of treatment 
methods for advanced dental disease 
with high prevalence in military popu- 
lations, and the development and eval- 
uation of fleet dental equipment and 
facilities (Figure 4). 

Naval Health Research Center 
(NHRC), San Diego, CA. Addresses a 
broad range of RDT&E requirements. 
Specific program activities include a 
study of longitudinal health and injury 
patterns in Navy populations; investi- 
gations of factors involved in recruit 
attrition; determination of the effects 
of work schedules, sleep loss, and con- 
tinuous operations on health and per- 
formance; study of relationships 
between physical and mental fitness 
and human performance (Figure 5); 
investigation of medical and psycho- 
logical responses to prolonged stress; 
and development of techniques for 
rapid diagnosis of tropical diseases. 

Naval Medical Research Institute 
(NMRI) Bethesda, MD. Navy's larg- 
est medical research laboratory. Pro- 
grams are scientifically and 
technically diverse and include 
RDT&E in areas such as diving medi- 
cine (Figure 6), heat acclimatization, 
electromagnetic radiation, environ- 
mental toxicology (Figure 7), infec- 
tious diseases, combat casualty care, 
transplantation, and oral and maxillo- 
facial combat injury. Specific research 
studies the psychophysiology of 
hyperbaric environments (Figure 8), 




Figure 5. Physical fitness testing. Right: 
Figure 6. Test and evaluation of the one- 
atmosphere diving suit. 



development of improved methods of 
managing and caring for casualties in 
hemorrhagic or septic shock, and the 
development of vaccines for malaria, 
rickettsial diseases, and P&eudomonas 
infections. 

Naval Submarine Medical Re- 
search Laboratory (NSMRL) Gro- 
ton, CT.* Dedicated primarily to 
medical RDT&E relating to under- 
water operations. The Laboratory's 
programs include evaluation of 
human response to saturation-excur- 



*See U.S. Navy Medicine, November 1981, pp 
11-16. 
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Figure 9. Hyperbaric chamber employed for saturation-excursion air dives to shallow- 
depths. 




Figure 10. Anechoic (echo-free) chamber 
used for studies of acoustic phenomena 
associated with submarine operations. 



sion air dives to shallow depths (Fig- 
ure 9), development and evaluation of 
visual and auditory tests for screening 
submariners and divers (Figure 10), 
studies of submarine crew workload, 
development of computer-assisted 
medical diagnostic procedures for use 
aboard submarines, and determina- 
tion of performance and physiological 
effects of cold weather operations. 

U.S. Naval Medical Research Unit 
No. Two (NMRU-2), Manila, Repub- 
lic of the Philippines. This laboratory 
(including NMRU-2 Detachment, 
Jakarta) studies infectious and tropi- 
cal diseases endemic to the geographic 
area in which it operates. Research 
activities focus on conducting bio- 
medical surveys in selected areas of the 
Far East, determining prevalence and 
incidence of drug-resistant malaria 
and other infectious diseases, studying 
the epidemiology of arboviral dis- 
eases, and infectious disease risk pre- 
diction modeling. 

U.S. Naval Medical Research Unit 
No. Three (NMRU-3), Cairo, Arab 
Republic of Egypt. The Navy's largest 
overseas medical laboratory. Major 
programs include studies of the patho- 



physiology, prevention, and treatment 
of schistosomiasis, development of 
methods for the diagnosis and treat- 
ment of meningitides and infectious 
diarrhea, conducting biomedical sur- 
veys in selected areas of Africa and the 
Middle East, and epidemiological in- 
vestigations of arboviral and parasitic 
diseases. 

Summary 

Operating with a total annual 
budget ofS45.7 million. Navy biomed- 
ical research and development needs 
are effectively orchestrated through 
the collective contributions of 1,237 
military and civilian scientists and 
technicians assigned to Navy Medical 
Department laboratories around the 
world and through work performed 
by a wide variety of private-sector 
extramural contractors. Through its 
RDT&E programs the Naval Medical 
Research and Development Com- 
mand solves problems associated with 
all aspects of clinical and operational 
medical to insure optimal operational 
readiness and maximum mission ef- 
fectiveness of our Navy and Marine 
Corps forces. □ 
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Pediatric Weight Watchers 



LCDR Margaret A. Strapp, NC, USN 



The reward 1 received for finishing 
every bite was a crack at dessert! No 
wonder I was an overstuffed Girl 
Scout being ushered to the chubby 
section of Sears for my outfit. But, 
after all, "the kids were starving in 
China," so finishing my plate certainly 
helped. Thus, from an early age, I 
learned that elastic could stretch only 
so far, and that food could satisfy each 
and every stress in my life — or so it 
seemed. 

In my practice now as a pediatric 
nurse practitioner at Naval Medical 
Clinic, Port Hueneme, CA, I encoun- 
ter numerous overweight children 
struggling through life (and their blue 
jeans) yet still filling their pockets with 
M&Ms and Oreos. This is why my 
Waist Watchers program was 
launched in 1981. 

Ph0t&5 bv A A. Mitchci 



The participants range in age from 
10 to 1 8. 1 screen them myself with an 
initial physical examination, complete 
blood count, and a urinalysis. There 
have been studies showing that low 
serum iron levels are much more pre- 
valent in obese adolescents than in 
normal controls, so it is wise to rule 
out anemia. "The physical exam may 
reveal evidence of a congenital syn- 
drome or of an endocrine disorder. It 
should be noted that children with 
exogenous obesity may have striae 
and the buffalo hump appearance of 
the upper back suggestive of Cushing's 
syndrome. However the striae of 
Cushing's syndrome usually are more 
deeply discolored and the obesity is 
centripetal in distribution. Of consid- 
erable diagnostic importance is the 
fact that both hypothyroidism and 




excessive glucocorticoid production 
causes a decreased linear growth rate, 
whereas children with exogenous 
obesity frequently are tall for their 
age."(i) Diabetics are usually screened 
by urinalysis. Interestingly enough, 
none of my patients were anemic or 
diabetic. All of them enjoyed eating — 
and eating most of the time! 

At a separate appointment with the 
child and parent, 1 assess the dietary 
history and instruct them with a nutri- 
tional program. The diet measures 
protein and fats — not calories. Em- 
phasis is placed on never skipping a 
meal and in conscientious planning. 
Basically, fruits are limited to 6, 
breads and grains to 5, vegetables to 2 
minimal, with protein at three meals in 
limited portions. Beef is limited with 
emphasis on fish and fowl. Two 
glasses of skim or 2 percent milk are 
required daily. Occasional substitutes 
are allowed, modified to individual 
needs or desires. I try to de-emphasize 
the importance of foods by limiting 
snacking. This advice is the hardest to 
swallow. Having a group of fat chil- 
dren makes it easier for a self-con- 
scious teen to feel part of something, 
perhaps for the first time in his whole 
life. 

If a child is obese, his chances of 
being a fat adult are excellent. The 
time to attack this fat problem is when 
the child is young. Children are eager 
learners and become quite impressed 
with someone less threatening than 
their parents, Melanie, a pudgy, shy 



l.CDR Strapp is on the staff of Naval Medi- 
cal Clinic, Port Hueneme. CA 93043. 



LCDR Strapp checks client's weight loss, 
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Sit-ups are pari of the work-out program. 



12-year-old, came to tears telling me 
that a couple of boys at school yelled, 
"Let's hide behind her; she's big 
enough!" Rodney's mom was con- 
cerned because every year he tears out 
his photo from the class picture. 

Children overeat for many reasons, 
as do adults. They may have obese 
parents; may be bored, depressed, 
angry, stressed, or anxious. Surpris- 
ingly, they may fear being thin, attrac- 
tive, and loved. Being fat can be a 
protection — a protection, primarily, 
from dealing with members of the 
opposite sex in a social setting. "It has 
been well documented that these 
children have a poor self-image and 
express feelings of inferiority and re- 
jection.^) "They encounter teasing, 
ridicule and are often left out of 
games, activities, and athletics and 
thus become increasing more inactive. 
In response, they withdraw and in- 
dulge in antisocial behavior, and 



school performance may deteriorate. 
A vicious cycle is set into motion 
whereby the increasing frustration 
and isolation results in even greater 
withdrawal, and as a substitute for 
acceptance and activity, eating is 
resorted to for gratification and 
solace. "(3) Another serious considera- 
tion is the increased likelihood that 
obesity will persist into adolescence 
and adulthood, as suggested by the 
hypothesis that a period of accelerated 
hyperplasia of fat cells may occur 
between the age of 0-4 years and 7-1 1 
years in response to excessive caloric 
intake. "{4) 

If a child learns why he reaches for 
food then he can learn to deal with the 
reasons and work them out without 
food. 1 try to resolve the conflicts and 
stresses in their lives through group 
rap sessions and individual encoun- 
ters. The children learn to identify 
their need for food and channel their 



energies into more positive activities 
like exercising, school teams, extra- 
curricular activities, and volunteer 
groups. 

Working with the parents is a neces- 
sity so that compliance and under- 
standing is achieved. I cannot 
overstress the importance of parental 
support. The child who has this added 
strength enjoys a more successful and 
consistent loss. Usually, the entire 
family looks better and food bills 
decrease. 

Sadly, many parents are more a part 
of the problem than the solution. 
Children learn from the teething stage 
that food satiates a need. I once cared 
for a 4-year-old in the acute care clinic. 
He was 95 pounds, too heavy for me to 
lift, and very involved with kicking 
and screaming. His mom was about 
4'M", weighing over 200 pounds. 
Armed with cookies, she literally fed 
his way onto the exam table. Already 
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Stretching and jogging unwinds the day. 
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he was involved in the complex pat- 
tern of obesity. It is never too late to 
intervene, but the earlier the better. If 
a 6-month-old baby is even 3 pounds 
overweight, instruct the mother and 
take a nutritional inventory. It can 
avoid future problems. A new study 
suggests that children develop fat cells 
until their early teens. If one develops 
an excess amount of fat cells, these 
then can become expanded in an obese 
state. Fat cells can shrink in size 
with weight loss, but they always have 
the potential to re-expand. The goal is 
to limit their production from the on- 
set. 

My program is open to dependent 
children who want to participate and 
who exceed their weight for height by 
over 20 pounds. The average partici- 
pant has been between 40 to 120 
pounds overweight. We meet weekly 
after school for an hour. Their weights 
are entered in their medical records 
and height checks are re-evaluated 
every 3 months for reassessment of 
their goal weight. Each child pays a 
quarter which is then awarded to the 
one with the most weight loss that 
week. Those with weight loss prob- 
lems hand in weekly food planners so 1 
can pinpoint their mistakes. Everyone 
usually loses between 4 ounces and 4 
pounds weekly with an average of I Vi 
to 2 pounds. We then discuss problem 
areas, answer questions, and spend 
time on a weight-related topic, i.e., 
legal snacks, stresses in school and 
home, and suggestions for control, 
etc. Many times they put themselves 
on the right track by interacting with 
each other, as well as through peer 
pressure. Aerobic exercising then con- 
cludes the session. 

Each child is reminded to examine 



their most difficult time of day and 
reserve a "legal" snack for that time. 
Telephone numbers are exchanged so 
that they can call each other for sup- 
port. The parents are encouraged to 
let their child snack on fruit after 
school and then play outdoors. "Phys- 
ical activity is to be encouraged, but 
rarely will exercise alone result in 
satisfactory weight reduction. For 
example, 30 minutes of running uses 
about 300 calories which would be of 
limited benefit in a patient who has a 
daily intake of 3,000 calories. "(J) 
Supper, homework, and chores 
should follow with little time spent on 
television. If a child has a bad day and 
attacks a twinkie, he is told not to feel 
guilty but to get right back with the 
program. Feeling guilty just increases 
the stress factor. 

The best part is the success rate. 
Even Billy, who managed to lose, then 
gain, and finally maintain his weight 
for 8 months, has dropped two sizes 
due to his increased height. Awards 
are given at 10- and 20-pound inter- 
vals. We acknowledge their success 
with engraved wooden plaques. When 
a child reaches his goal, I increase the 
calories allowed weekly until the 
child's weight remains stable. But if a 
child is consuming an additional 450 
calories daily and starts to gain, then I 
drop him back to 400. They learn good 
sound eating habits, but will always 
need to be conscious of the type and 
amount of food they consume. These 
children must reweight monthly for 
supervision. 

Treatment of the obese adolescent is 
a very rewarding challenge. I have 
seen a depressed, shy youth become 
secure, content, and loving. As 
Dorothy Law Nolle has written: 



... If a child lives with ridicule, he learns to 
condemn. If a child lives with criticism, he 
learns to be shy. If a child lives with shame, he 
learns to feel guilty. However, if a child lives 
with acceptance and friendship, he learns to find 
love in the world. 

And if a child learns to love himself 
he's got nothing to lose. 
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Special Report 



U.S. v. Willie J. Smith 

AFIP and Criminal Cases 



In 1982 the Department of Forensic Sciences of the A lived 
Forces Institute of Pathology (A FIP) became involved in 
several criminal cases. It became apparent that both trial 
and defense counsels in courts martial were unaware of the 
role the Department should play in reviewing certain 
cases. In fact, AFIFs review may be crucial in the success- 
ful prosecution, or protecting the rights of an accused. 

In February the Chairman of the Department of Foren- 
sic Sciences, CDR Jerry D. Spencer, MC, forwarded a 
memorandum to the Judge Advocate General outlining 
two proposals for initiating such a review process. The 
following is the text of that memo. 

This memorandum was stimulated by the recently con- 
cluded case of U.S. v. Willie J. Smith. The facts of this case 
will be described in some detail. The accused was con- 
victed of murder in early November 1 98 1 and sentenced to 
50 years in prison at the U.S. Disciplinary Barracks, Fort 
Leavenworth, Kansas. He spent the next five months in 
prison until the convening authority in Korea granted him 
a new trial based on new evidence not reasonably discover- 
able at the time of the first trial. At his second trial he was 
acquitted by a directed verdict. 

The accused was convicted in the first court martial 
solely on the basis of firearms residue. He was in a garage 
with an E-5 in the early morning hours in July 1981. 
According to the accused, they were talking and doodling 
on a scratch pad located on a desk between them. They 
were both armed with .45 cal. semi-automatic pistols 
which they had also placed on the desk. Again, according 
to the accused, the E-5 began talking "crazy" saying first, 
"how would you like to play Russian Roulette." After the 
accused declined, the E-5 then stated, "What would you do 
if I shot myself?" The accused said that he was doodling at 
the time and did not look up, but said, "you wouldn't do 
anything like that." He then heard the loud report of a shot 
and saw the E-5 pitch forward and strike the desk before 
falling to the floor. The accused then ran out of the garage 
to get assistance. 



Swabs lor the presence of firearms residue (antimony 
and bismuth) were obtained from the hands of both the 
accused and the victim. According to the firearms expert 
who testified at the first court martial, the levels of residue 
were significant on the hands of the accused, but negative 
on the hands of the victim. This evidence implied that the 
accused had fired the gun. The military pathologist who 
performed the autopsy also testified in the first court 
martial. His testimony was noncommittal, stating that the 
gunshot wound was consistent with a suicide, but also 
consistent with a homicide. The members of the court 
martial found that guilt was established beyond a reasona- 
ble doubt. 

In late November 1981 this department was asked to 
review the case by the Crimes Division, Headquarters U.S. 
Army Criminal Investigation Command (C.I.D.). That 
division has the responsibility of reviewing all C.l.D. 
reports involving crimes. They had just received the final 
report of that case and had some doubts regarding the 
correctness of the conviction. Following our review we 
concurred, finding that the gunshot wound was self- 
inflicted and that the manner of death was probably sui- 
cide. In our opinion, the firearms residue testing was not 
dispositive because the accused had fired a machine gun 
(he was a machine gun crew chief) within 48 hours, and 
had taken a machine gun apart within 24 hours of the 
incident. He thus had good reason to have firearms residue 
on his hands. Also, it is not uncommon for firearms 
residue to be undetectable on the hands of an individual 
who fires a semiautomatic weapon. Based on our review 
and consultation with firearm's experts from other federal 
agencies, the accused was granted a new trial by the con- 
vening authority. 

The accused was acquitted at the second trial when the 
trial judge found that improper procedures were followed 
in obtaining the firearms residue evidence in July 1981. He 
refused to admit that evidence and granted a motion for a 
finding of not guilty. 
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Notwithstanding the firearms residue evidence, there 
was ample evidence that the gunshot wound was self- 
inflicted. The wound of the head was at contact range. 
Homicidal contact gunshot wounds are rare. They do 
occur, but this department has never reviewed a case in- 
volving a homicidal contact gunshot wound. Further- 
more, the course of the bullet was angled upward, typical 
of a self-inflicted gunshot wound. In order for the accused 
to have fired the gun at the victim (who was seated at the 
time of the shot), the accused would have had to have held 
the gun in contact with the victim's right temple while he 
squatted on the right side of the chair. That would be the 
only way the course of the bullet would be upward in the 
case of a seated victim. For the second trial the defense 
obtained three experts (forensic pathologists) to testify 
that the gunshot wound was self-inflicted. Two of the 
experts. Dr. Marvin Aronson, Chief Medical Examiner of 
the City of Philadelphia, and Dr. Charles Petty. Chief 
Medical Examiner for Dallas County, Texas are recog- 
nized nationally as experts in their field. In my opinion, the 
defense reasonably believed before the second trial that 
reasonable doubt existed. 

In this case, an ancillary criminal review process existed. 
This C.l.D. review process was responsible for spotting the 
error and bringing it to the attention of the Office of the 
Chief, U.S. Army Trial Defense Service. Once alerted to 
the problem, the accused's defense counsel petitioned the 
convening authority for a new trial. A rehearing was ulti- 
mately granted. The mistaken conviction in the first trial 
was properly corrected. However, in my opinion, the first 
trial should not have occurred, and the accused should not 
have undergone the agony of two trials and having to 
spend five months in prison. The mistake occurred in this 
case because the case was not timely reviewed by this 
department. 

For some time military pathologists have been required 
to forward all autopsy materials involving sudden and 
unexpected (natural deaths), violent deaths (homicides, 
suicides, accidents), and mysterious or unexplained deaths 
to this department for review. The medical departments of 
the three armed services have instructions that direct the 
pathologist to forward the case for review. For example, 
BUMEDINST 6510. 2E requires forensic autopsies to be 
forwarded to the Armed Forces Institute of Pathology as 
soon as the case is completed. 

The need for this review arose because of the small 
number of forensic pathologists in the armed services. 
Indeed, the example of Willie J. Smith is evidence of this 
shortage; i.e., when the AFIP did have opportunity to 
express its opinion, the manner of death became clear to 
all (or at least should have been clear to all). The majority 
of autopsies on persons dying of unnatural causes must be 
performed by military pathologists having little or no 
training and experience in forensic pathology. This situa- 
tion in the past has resulted in instances in which patholo- 
gists have not recognized important forensic findings. 



have not adequately documented changes, or have failed 
to collect properly valuable evidence. The instructions 
requiring review were an effort to avoid these problems. 

Unfortunately, these instructions have not provided for 
a timely review in the majority of cases. In the past year, 
forensic pathologists in this department have testified in 1 8 
judicial proceedings (Article 32 hearings or courts mar- 
tial). In only one of these cases did the department review 
the case because of the usual review procedure. In that 
case, the pathologist forwarded the case on a rush basis 
because he was uncertain about the manner of death. The 
majority of the other cases were reviewed because an 
investigator (C.l.D.. O.S.I, or N.l.S.) called this depart- 
ment for assistance. This department then called the 
pathologist to request that the case be forwarded for 
review. 

Most civilian jurisdictions now have a forensic patholo- 
gist in medical examiner or coroner's offices that perform 
the forensic autopsies and render qualified opinions 
regarding the cause and manner of death. Civilian prose- 
cutors and defense attorneys have available a copy of the 
forensic autopsy report, and can consult with the forensic 
pathologist before trial. Without a review by the Depart- 
ment of Forensic Sciences, similar information is not pres- 
ently available to trial and defense counsel in military- 
courts martial. 

The problem presented by the case of U.S. v. Willie J. 
Smith is how to assure a timely review of forensic cases so 
that sometimes critical information will be available to 
military counsel. The Smith case and other cases have 
indicated that the review provided for by the medical 
department instructions is ineffective in providing a timely 
review. In the Smith case, for example, the final autopsy 
report was not completed until after the trial. The majority 
of cases forwarded for review by this department are, in 
fact, received sometime after a court martial would have 
been completed. 

There is no question that military pathologists have not 
been forwarding forensic cases for timely review. How- 
ever, in some cases the pathologist cannot be entirely 
faulted . He may not be aware until the last minute when he 
is advised by military counsel that the case is going to 
court. He is really outside the judicial process, and only 
becomes involved when requested by military counsel. 
There is a real need for coordination between the military 
counsel and the pathologist performing the autopsy. 

In our opinion, military counsel should have a more 
direct role in assuring that a forensic case is timely 
reviewed. They are aware that criminal charges will be 
preferred and will have some idea of scheduling for Article 
32 hearings and courts martial. They could insure that the 
military pathologist forwards the case for a timely review. 

We have two proposals that we feel could benefit the 
military justice system by a timely review of forensic cases. 
One of these proposals is informational in character. We 
feel that trial and defense counsel should be apprised that 
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the Department of Forensic Sciences is available for con- 
sultation and assistance. This information could be dis- 
seminated in a newsletter to military attorneys. 

Our second proposal would require more affirmative 
action. We propose that the convening authority have the 
responsibility of insuring that cases involving manslaugh- 
ter or murder charges be reviewed prior to trial. Again, a 
review by a qualified forensic pathologist will aid both trial 
counsel and defense counsel and will be in the interest of 
promoting justice. Since the pathologist performing the 
autopsy is really not part of the judicial process, we feel 
this policy is the only method that would insure a review. 
This requirement to insure a review would necessitate a 
JAG instruction, or perhaps an addition to the Manual for 
Courts Martial. 

We are aware of the time constraints placed on the 



convening authority in cases where there is a pre-trial 
confinement. A review by this department would not 
impose additional delays. We can review a case and report 
our opinion within 24-48 hours of receipt. Our problem for 
a review is learning about the case and receiving the au- 
topsy materials in a timely fashion. Under this proposal, 
the Convening Authority would direct the pathologist to 
forward the case for review, identifying it as a pending 
judicial case. In some cases, an autovon call by the pathol- 
ogist to this department may be sufficient. If the autopsy 
materials are forwarded, our reply would be immediate by 
message or autovon call. The immediate response would 
be followed by a formal consultative report. 

I can be reached at (202) 576-3287 or Autovon 291-3287 
if you have questions regarding the present review prob- 
lem and the proposals outlined in this memorandum. □ 



Applications Being Accepted 

USUHS School of Medicine 



A career in medicine does not have 
to start with unreasonable concern 
about the high costs of medical 
education. For individuals inter- 
ested in serving their country, there 
is an alternative. This alternative is 
the unique medical program of- 
fered at the Uniformed Services 
University of the Health Sciences 
(USUHS). The University was 
created by Congress in 1972 as part 
of the Department of Defense and 
continues to be a source of career- 
minded medical officers for the 
Army, Navy, and Air Force. Medi- 
cal students are commissioned as 
ensigns or second lieutenants and 
receive the pay and allowances of 
their rank during their matricula- 
tion. 

The USUHS School of Medicine 
is a fully accredited 4-year medical 
school which has graduated four 
classes of physicians/medical offi- 
cers and currently has an enroll- 
ment of approximately 600 
students. Qualified college gradu- 
ates who enter the program receive 



a tuition-free medical education in 
return for a commitment to serve 7 
years in the medical departments of 
the uniformed services of the 
United States. A graduate program 
leading to a Ph.D. degree in one of 
the basic sciences is also available 
to both military and civilian 
students. 

The University has a modern 
campus in Bethesda, MD, and uti- 
lizes four of the Washington metro- 
politan area's major military 
medical facilities for its prime clini- 
cal teaching centers. Students are 
provided the same curriculum 
available at any of the civilian med- 
ical schools in the United States. In 
addition to this basic medical train- 
ing, students also receive training in 
military medicine, applied military 
physiology, and tropical medicine 
to prepare them for the medical 
practice they will encounter upon 
entering active duty with either the 
Army, Navy, or Air Force. The 
intent of the USUHS program is to 
train physicians capable of practic- 



ing anywhere in the world. 

Individuals who are committed 
to a career in medicine and want to 
combine it with a military career 
should consider the USUHS 
School of Medicine. The eligibility 
requirements include applicants be 
U.S. citizens, have a bachelor's 
degree with a strong background in 
the sciences, take the New Medical 
College Admissions Test, and 
apply using the standard applica- 
tion provided by the American 
Medical College Application Ser- 
vice (AMCAS). 

The USUHS School of Medicine 
is currently accepting applications 
for 156 openings in the class which 
will start in August 1984. Potential 
applicants interested in learning 
more about the program should 
review a copy of the Bulletin of the 
School of Medicine. To obtain a 
copy write to Public Affairs Office, 
Room A-1045 (ATTN: aamc), Uni- 
formed Services University of the 
Health Sciences, 4301 Jones Bridge 
Road, Bethesda, MD 20814. 
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Clinical Notes 



Glossodynia: 

Diagnosis and Treatment 

CDR G.M. Taybos, DC, USN CDR G.T. Terezhalmy, DC, USN 



Glossodynia is a burning tongue syn- 
drome characterized by pain, itching, 
and stinging of the tongue, sometimes 
in association with similar symptoms 
of the oral mucous membranes. The 
rich blood supply, numerous sensory 
nerve endings, and the extreme mobil- 
ity of the tongue all make the patient 
aware of the smallest change in the 
oral epithelium!/) In fact, clinical 
examination does not always reveal 
appreciable modification of the tissue. 

Diagnosis 

Glossodynia is often a symptom of a 
complex systemic disease rather than 
a pathologic entity. The diagnostician 
must look for deficiency states such 
as iron deficiency anemia, pellagra, 
achlorhydria, and pernicious anemia; 
metabolic problems like diabetes mel- 
litus; hypersensitivity reactions; psy- 
chogenic or idiopathic factors; and 
local conditions such as benign migra- 
tory glossitis, candidiasis, or lichen 
planus, xerostomia, and oral cancer. 

(2) 

Deficiency states may produce signs 
and symptoms involving the tongue. 

Dr. Taybos is on the staff of the Oral Diagno- 
sis Department, National Naval Dental Center, 
Bethesda, MD208I4. Dr. Terezhalmy is Chair- 
man of the department. 



In iron deficiency anemia the patient's 
tongue may have a variety of symp- 
toms, including the loss of filiform 
papillae.(J) Early manifestations are 
noted on the lateral margins and tip of 
the tongue. A deficiency of folic acid 
and vitamin B12 may cause general- 
ized atrophy of the lingual papillae. 
The patient usually presents with a 
painful, beefy-red tongue, in many 
instances accompanied by angular 
cheilitis.(7,<5) 

Diabetes mellitus is often associated 
with glossodynia concomitant with 
xerostomia and candidiasis. (1,6) Dia- 
betic neuropathies may also be mani- 
fested in the head and neck and may 
contribute to the symptoms. 

Neurotic glossodynia has been de- 
scribed in typical postmenopausal 
women and is often accompanied by 
cancerphobia^Z.o 1 ) A painful tongue 
may be the first indication of depres- 
sion,(P-/2) and glossodynia, the com- 
plaint of a metallic taste, and pruritus 
(often of the scalp) may be associated 
with stress and anxiety. 

Benign migratory glossitis is a com- 
monly recurring condition in which 
there is loss of filiform papillae in an 
irregular pattern. This condition is 
usually asymptomatic, although pa- 
tients may present with glossodynia 



due to mild irritation from spicy 
foods. 

Factors predisposing to candidiasis 
include diabetes mellitus, nutritional 
deficiencies, cytotoxic drugs, radio- 
therapy, corticosteroids, xerostomia, 
and pregnancy (with secondary infec- 
tion to the infant). Poor oral hygiene, 
especially in a patient with dental 
prostheses, is a significant predispos- 
ing factor. Clinical manifestations in- 
clude acute pseudomembranous, 
chronic hyperplastic, or chronic 
atrophic forms of candidiasis and may 
contribute significantly to the symp- 
toms of glossodynia. 

Oral lichen planus is usually asso- 
ciated with asymptomatic, hyper- 
trophic Wickham's striae. However, 
erosive oral lichen planus with pain- 
ful, eroded ulcerations up to several 
centimeters in size must be considered 
in the differential diagnosis of the 
burning tongue syndrome. 

Glossodynia may also be the initial 
symptom of Sjogren's disease, primar- 
ily as a complication of xerostomia. 

Treatment 

Definitive diagnosis and manage- 
ment of the underlying system respon- 
sible for glossodynia is within the 
purview of the physician. The dentist's 
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primary responsibility is to provide 
supportive care directed at signs and 
symptoms in the oral cavity. 

The pain, itching, and slinging are 
appropriately treated with topical an- 
esthetic agents. 

Rx 

Diphenhydramine hydrochloride, 
12.5 ntg/5 ml 
Disp: 4 oz bottle 

Sig: Swish with one tablespoonful 
before each meal, 

Rx 

Lidocaine hydrochloride viscous, 2 
percent 

Disp: 100 (450) ml bottle 
Sig: Swish with one tablespoonful 
before each meal. 



Candidiasis, whether due to xeros- 
tomia or to decreased immunocom- 
petency, may be best managed with 
nystatin(VJ) or, if the candidiasis is 
refractory, with ketoconazole. 

Rx 
Nystatin vaginal tablets, 100,000 U 
Disp: 30 tablets 

Sig: Use as lozenge, one tablet three 
times per day. 

Rx 

Nystatin oral suspension, 100,000 

U/ml 

Disp: 60 ml bottle 

Sig: Rinse with one teaspoonful four 
times a day and/or soak pros- 
theses overnight. 

Rx 

Ketoconazole, 200 mg 

Disp: 15 (30) tablets 

Sig: One tablet per day orally. 



Xerostomia, regardless of the etiol- 
ogy, is treated symptomaticaily with 
artificial saliva. Because qualitative 
and quantitative changes in the saliva 
contribute significantly to the inci- 
dence of caries, a fluoride regimen is 
added to the therapeutic approach. 

Rx 

Xero-Lube saliva substitute 

Disp: 6 oz bottle 

Sig: Rinse as often as needed to 

moisten and lubricate the oral 

cavity. 

Rx 

Stannous fluoride gel, 0.4 percent 

Disp: 2.3 (6) oz bottle 

Sig: Apply to teeth daily, 5-10 drops 
in a moist carrier for 5 minutes 
to reduce the increased caries 
rate associated with xerosto- 
mia. 



In oral lichen planus, particularly 
the erosive type, there may be painful 
exacerbations followed by remissions. 
When the condition is symptomatic, 
therapy with a topical steroid oint- 
ment or rinses may be indicated. (14) 

Rx 

Triamcinolone acetonide ointment, 
0,1 percent 
Disp: 5 gm tube 

Sig: Apply to oral lesions after each 
meal and at bedtime. 

Rx 

Dexamethasone, 0,5 mg/5 ml 

Disp: 100 (237) ml bottle 

Sig: Rinse with one teaspoonful four 

times a day for 2 minutes. DO 

NOT SWALLOW! 



Glossodynia is a symptom and not a 
disease entity. The dental practitioner 
should provide palliative and suppor- 
tive care and initiate appropriate 
evaluation of the patient's physical 
status. Once the precipitating systemic 
disease is adequately managed, the 
oral manifestations will resolve. 
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Cholera in Truk: 

A Major Epidemic 
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Truk State, one of four states in the 
recently organized Federated States of 
Micronesia (FSM), is located in the 
Eastern Caroline Islands, Northern 
Pacific, 152° longitude and 8° north 
latitude. Truk State consists of a cen- 
tral group of atoll islands within a 
large lagoon as well as several outlying 
islands. The population is approxi- 
mately 33,000; more than one-third 
live on Moen, the seat of local govern- 
ment and one of the islands within the 
lagoon. 

This region is known principally for 
its role during World War II when it 
served as both a communications cen- 
ter and a harbor for the Japanese fleet. 
On 17 Feb 1944 a 2-day massive 
bombing raid was carried out by U.S. 
Navy aviators on the Japanese fleet. 
Although Japanese combatant vessels 
escaped due to forewarning of the 



Dr. Smith is a family practice physician on 
the staff of Naval Hospital Guam. LCDR Pop- 
pell is Chief. Environmental/ Occupational 
Health Service at the same facility. Dr. Rahe is 
Commanding Officer of the Naval Hospital. 



attack, "Project Hailstone" managed 
to sink over 200,000 tons of support 
and supply ships in the Iagoon.(/) 
Forty years later these ships, lying in 
from 10 feet to over 250 feet of water, 
have accumulated an impressive as- 
sortment of both hard and soft corals 
which attract sport divers from 
around the world. 

The formation of Truk Lagoon be- 
gan with an upthrusting of volcanic 
rock into a large, multiple-peaked 
island. The growth of coral then began 
along the island's circumference. The 
island later partially settled back into 
the Pacific Ocean and the original rim 
of coral became the reef. Peaks of the 
original island remain unsubmerged 
today as the islands of the lagoon. Al- 
though this lagoon affords the inhab- 
itants a year-round safe harbor from 
high seas, it also imposes an environ- 
mental health hazard. The restricted 
flow of sea water in and out of the 
lagoon creates a partial stagnation of 
ocean life. If fish and shellfish are 
infected with micro-organisms such as 
Vibrio cholera, they become a disease 
reservoir of human significance. 



Water catchment, storage, and 
delivery, along with sewage disposal, 
are still at primitive levels of develop- 
ment in most of Truk State. For gener- 
ations the natives have constructed 
their toilets over the edge of the 
lagoon. This structure, called a binjo, 
is far easier to build than digging a pit 
latrine into the volcanic earth. 
Latrines can also be found built over 
fresh water streams or near wells 
which lead to fecal contamination of 
drinking water. 

Cholera disease is endemic in re- 
gions which border Micronesia, such 
as Indonesia and the Philippines. Why 
did Truk only last year develop its first 
major cholera epidemic? The answer 
may be the sewage disposal practices 
of the inter-island freighters. These 
ships, which carry supplies between 
Micronesia and regions with endemic 
cholera have reportedly dumped raw 
sewage into Truk Lagoon for many 
years. From this source the fish and 
shellfish may have become widely 
infected. Therefore, after years of 
bioconcentration in the marine life, 
sufficient cholera microorganisms 
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Left: An overwater toilet (binjo) in the 
lagoon. Below: Trukese women harvesting 
small fish and shellfish. 




Below: A water catchment system in Truk: 
Rainwater from roof drains into gutter 
and then into a rain barrel. Excess water is 
stored in a bathtub. Note animal pen 
perched over a fresh water stream. 





may have finally become present to 
ignite an epidemic. 



Guam's Response to the 
Outbreak 

Reports of severe diarrheal disease 
on one of the outlying western islands 
in Truk State reached Guam in early 
August 1982. An environmental 
health officer from Saipan visited 
Truk and confirmed the clinical 
impression of cholera as the cause. 
Stool samples were collected from sev- 
eral patients and sent to Hawaii and 
Guam for culture. Most disturbing 
were four deaths, three of whom were 
children. RADM Bruce DeMars, 
Commander U.S. Naval Forces Mari- 
anas (COMNAVMAR1ANAS), 
requested medical personnel to assess 
the situation. 

CAPT Richard H. Rahe, MC, 
Commanding Officer of Naval Hospi- 
tal Guam, chose LCDR Jack W. 
Smith, MC, a family practice physi- 
cian with experience in tropical medi- 



Z-CD/? Smith examines an emaciated boy 
with a history of severe diarrhea. 



cine and LCDR Gordon H. Poppell, 
MSC, Chief of the Occupational and 
Environmental Health Branch to 
travel within the next 24 hours to Truk 
State. He would join them following a 
personal visit with health officials in 
Ponape, the capital of FSM. The two 
officers would pay particular atten- 
tion to the health status of DOD per- 
sonnel on the island, specifically the 
naval officer in charge of construction 
and the U.S. Air Force Civic Action 
Team. They were also directed to 
assess how best to aid the Governor of 
Truk State in his medical and public 
health efforts in combating the epi- 
demic. The team took a limited 
amount of medical supplies including 
I.V. fluids, a dozen cholera cots, and 
various medications. 

On 8 Sept 1982 LCDR Smith and 
LCDR Poppell arrived on Moen 
aboard a Military Airlift Command 
aircraft. They found all 14 DOD per- 
sonnel to be in good health and pro- 
vided cholera vaccine boosters and 
information on the prevention of chol- 



era.* Next, the team visited Truk Gen- 
eral Hospital to assess the handling of 
acute cases and provide health person- 
nel with supplemental emergency 
medical supplies. The officers were 
then escorted to the office of Governor 
Earhart Aten for a formal briefing. 
The Governor had already begun a 
register for all suspected cholera cases. 
He later formed a special committee to 
investigate fully the epidemiology of 
the outbreak. LCDR Poppell was 
assigned to this committee. Stool 
specimens obtained from recent cases 
and sent to Honolulu for laboratory 
analyses had come back positive for 
Vibrio choierae, biotype El Tor, sero- 
type Inaba. Thus, it was clear that 
cholera was, in fact, present in Truk 
and it remained to be seen what the 
ultimate dimensions of the epidemic 
would be. LCDR Smith was assigned 
to a second committee concerned with 
therapeutic and preventive aspects of 
the disease. 

One of the difficulties encountered 
in forming a register for persons with 
the disease was the way in which the 
Trukese obtain their names. Very few, 
for example, use a family name. The 
people are known among themselves 
by first names and their village and 
island of origin (e.g., John of Penia, 
Moen). If pressed for a family name, 
they will give the name of the head of 
their household (the eldest male or 
their grandfather). So John of Penia 
might also be called John Joseph or by 
one of several nicknames which are 
very common in this culture. This fre- 
quently caused confusion in gathering 
register data and some patients may 
have been recorded more than once. 

One of the first areas of medical 
concern was to institute a cholera 
ward at Truk General Hospital. 
LCDR Smith worked with the medi- 
cal staff isolating all inpatients with 
suspected cholera to a single ward 
where they could be treated in a stand- 



cholera vaccine is low in efficacy and has no 
value in the direct control of an epidemic situa- 
tion since it elicits an active immune response 
which requires several weeks to produce a pro- 
tective antibody titer. 
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ardized fashion by the nursing staff. 
The patients were under the supervi- 
sion of Dr. Jerome Lundstrom, a Pub- 
lic Health Service physician. Stool 
cultures were obtained on all patients, 
I.V. fluids and/or oral rehydration 
salts were routinely given, and treat- 
ment with tetrachycline, when war- 
ranted, was administered. The 
diagnosis of cholera in the local labor- 
atory was impossible at the beginning. 
Although the laboratory had supplies 
of Thiosulfate Citrate Bile Saltsucrose 
agar media, there was no Cholera 0-1 
Anti-sera which is necessary to differ- 
entiate cholera from other Vibrio spe- 
cies. These supplies became available 
with the arrival of the epidemiologists 
from the World Health Organization 
and the Centers for Disease Control in 
Atlanta, GA.(2) 

Case Findings 

On 10 Sept LCDR Smith and 
LCDR Poppell began making field 
trips to neighboring islands in the 
lagoon to demonstrate case finding 
techniques. These trips were made in a 
small launch which, when loaded with 
four persons plus medical supplies, 
rode low enough in the water to result 
in frequent salt water baths for its 
occupants. The team got a taste of 
what Truk fishermen experience daily 
when traveling between islands in the 
often choppy waters of the lagoon in 
low freeboard boats. However, this 
launch was later used for the medical 
evacuation of seriously ill patients and 
performed admirably. Within the next 
3 days four islands besides Moen were 
visited, some islands twice. In each 
village all persons with severe diarrhea 
were examined. Severely afflicted per- 
sons were seen in their homes. When- 
ever possible stool samples or rectal 
swabs were obtained for culture. Pub- 
lic health lectures were given by a 
native health official in which he in- 
structed the inhabitants in the boiling 
or chlorination of fresh water (clorox 
was left in each village when possible). 
He also emphasized handwashing 
before food preparation and advised 
against eating raw lagoon fish and 
shellfish. 



Islands that had been free from the 
disease later became infected with 
cholera. It was virtually impossible to 
keep individuals from traveling 
between islands, and much of the 
spread of disease seemed to be 
brought about by these inter-island 
visitors. Contrary to current textbook 
wisdom the spread of cholera from 
island to island appeared to involve 
food-borne and person-to-person 
spread. For example, it is customary 
in the Trukese culture for the whole 
family and friends to gather for a fu- 
neral celebration at the home of the 
deceased. Sharing of food plays a 
large role in these gatherings and it 
was in the course of one of these funer- 
als that the initial outbreak in the 
western outlying island occurred. 
Once the disease started the island's 
poor sanitary practices allowed for 
fecal contamination of food. This was 
particularly the case when a child in 
the family was suffering from the dis- 
ease. Mothers or grand mothers caring 
for a child would alternately hold the 



child in blankets wet with diarrhea 
and then assist with the preparation of 
meals or attend to other small children 
within the household. 

On 12 Sept help from other federal 
agencies arrived. An epidemiologist, 
Dr. Jeff Harris, was sent from the 
Centers for Disease Control, Atlanta, 
and immediately joined the epi- 
demiologic team. He began a case- 
control study on the island of Moen. 
Also, the World Health Organization 
sent an epidemiologist. Dr. Tadeusz 
Olakowski, from their regional head- 
quarters in Suva, Fiji. 

CAPT Rahe arrived on 16 Sept 
after meeting with health officials in 
Ponape. The next day he joined the 
crew on the small launch for a visit to 
two lagoon islands with an increasing 
caseload of cholera victims. He later 
reviewed information gathered by the 
epidemiology team and it was clear a 
major epidemic was indeed in progress 
in Truk State. Until then many offi- 
cials hoped the outbreak would be of 
small proportions and limited to one 




A child is evacuated hy launch from a 
lagoon island to Truk State Hospital. 
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or two locations. As a result of the 
Navy team's case finding efforts, it was 
apparent cholera was spreading from 
Moen to other lagoon islands. Outer 
island spread, or even spread to other 
FSM states, was then feared. The 
Governor and the Governor of 
Ponape supported a restriction of vis- 
itors from Truk to this neighboring 
FSM State. Our prediction at the 
time, which turned out to be substan- 
tially correct, was that even though the 
incidence rate appeared to be leveling 
off, it would be months before the rate 
would fall to near zero. 

Return to Guam 

The Navy medical team left Truk on 
20 Sept to return to Guam for a brief- 
ing with COMNAVMARIANAS as 
well as to hold a press conference with 
the local newspaper and television sta- 
tions. The team relayed their observa- 



tions on the epidemic and its 
management, and in doing so helped 
to alleviate fears concerning spread of 
the disease to Guam. When LCDR 
Poppell made a followup visit to Truk 
2 months later as the epidemic sub- 
sided, he saw substantial progress had 
been made in the islands' sanitation. 

On 30 Sept CAPT Rahe presented 
LCDR Smith and LCDR Poppell 
with the Navy Achievement Medal for 
their exemplary efforts in representing 
Navy medicine during this major med- 
ical emergency. 

During the 1982 cholera epidemic in 
Truk State, the Navy Medical Depart- 
ment responded to the crisis by pro- 
viding advice and assistance with 
inpatient hospital care, case finding 
techniques, outpatient treatment, and 
medical evacuation of critically ill pa- 
tients. All these important functions 
were well established prior to the ar- 



rival of World Health Organization 
and Communicable Disease Center 
personnel. Thus, the immediacy of the 
Navy's response, along with the high 
competence of the team members, 
made a significant impact on the man- 
agement of this epidemic. Long-term 
solutions to health problems in Truk 
will require extensive sewer construc- 
tion, modern fresh water storage and 
delivery equipment, and continuing 
public health education. All these 
solutions are high priorities for this 
emerging nation as it enters into a 
Compact of Free Association with the 
United States this year. 
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Hospital Corpsmen/Dental Technicians Update 



• Contingency Role for Dental Technicians. The fol- 
lowing contingency and occupational policy state- 
ments were appoved by VADM J. William Cox, MC, 
Ret., past Surgeon General, on 8 June 1983. 

"During combat or mass casualty/ emergency evo- 
lutions at sea or ashore, dental technicians shall, when 
directed, integrate with medical personnel and per- 
form paramedical assignments. This assistance shall 
include, but not be limited to, aid in the care, treat- 
ment, and evacuation of mass casualties in combat or 
disaster. Emergency care/ treatment to include artifi- 
cial respiration, treatment of open chest wounds, 
treatment of shock, control of hemmorrhage, bandag- 
ing and splinting, cleansing and treatment of wounds, 
maintenance of patient airway, and the preparation of 
casualties for movement. Dental technicians will be 
under the direct supervision of the cognizant Navy 
Medical Corps officer(s), if present." 

The occupational policy statement will be imple- 
mented by a change to the DT Occupational Classifi- 
cation/ Identification Statement, Section I, 
NAVPERS 18068D. 

• References for Hospital Corpsman (HM) and Den- 
tal Technician (DT) Training. 

BUMED Instruction 1050. 10E 
Catalog of Navy Training Courses (CANTRAC) 
NAVEDTRA 10500 

Enlisted Transfer Manual (TRANSMAN) NAV- 
PERS 15909C (Chapters 2 and 7) 

Manual of the Medical Department (HM's Chapter 
9 and DT's Chapter 6) 

• Requesting Technical and Specialty Training. All 

Medical Department enlisted personnel who want 
technical and specialty training should apply in accor- 
dance with BUMEDINST 1510. 10E and the Catalog 
of Navy Training Courses (NAVEDTRA 10500). 
Requests must be submitted on the Enlisted Personnel 
Action Request (NAVPERS 1306/7) with the re- 
quired enclosures and forwarded to the Commander, 
Naval Military Personnel Command (NMPC-407C). 
Timely submissions are extremely important. 
Requests should be submitted 8 to 10 months before 



PRD or EAOS. Or have a minimum of 12 months on 
board present duty assignment prior to transfer. 

Overseas tours cannot normally be terminated/ 
broken for school assignments. 

Do not submit requests for training after receipt of 
PCS orders. 



• Nuclear Submarine Medicine Technicians (HM- 
8402.). With a large number of these NEC holders 
having been selected for the Physician Assistant's Pro- 
gram and the Medical Service Corps Inservice Pro- 
curement Program, new technicians are urgently 

needed. Additionally, the nuclear submarine medicine 
technician community experienced a number of per- 
sonnel being selected for senior chief hospital corps- 
man. It is very evident that the extensive training 
received is an integral facet in career advancement and 
upward mobility. 

Applicants must be in pay grades E-5, E-6, and E-7 
and possess a minimum BTB/ ASVAB score of 110. 
More detailed information can be found in the 
Catalog of Navy Training Courses (CANTRAC) 
NAVEDTRA 10500 or from your command career 
counselor. Special attention is invited to hospital 
corpsmen having NEC HM-8425, advanced hospital 
corpsman, inasmuch as this is a prerequisite for 
nuclear submarine medicine technician training. 

• Hospital Corps NEC's HM-8492 and HM-8493. A 

continuous critical need exists for both the Special 
Operations Technician (HM-8492) and the Medical 
Deep Sea Diving Technician (HM-8493) in support of 
special warfare missions and filling vacant billets. 
These two unique NEC's require applicants who 
possess exceptional mental and physical abilities and 
have an earnest desire to excel professionally. 

Applicants for special operations technician must 
be in pay grades E-2 through E-7 and volunteer in 
accordance with MILPERSMAN (NMP) Article 
1420160. 

Applicants for medical deep sea diving technician 
must be in pay grades E-4, E-5, or E-6. 

Additional prerequisites and requirements can be 
found in the Catalog of Navy Training Courses (CAN- 
TRAC) NAVEDTRA 10500. 
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In Memoriam 

CAPT Lawrence P. McDonald, MC, USNR-R, Con- 
gressman from Georgia, was killed in the downing of 
Korean Air Lines Flight 007 on 1 Sept 1983. 

Born in Atlanta, GA, on I April 1935, Dr. McDonald 
recived his M.D. degree from Emory University School of 
Medicine in 1957. 

Dr. McDonald served 4 years in the Navy, completing a 
1-year rotating internship at the National Naval Medical 
Center, now the Naval Medical Command, National 
Capital Region, Bethesda, MD, and graduating from the 
School of Aviation Medicine, Pensacola, FL. He was then 
assigned as a flight surgeon to the U.S. Base, Keflavik, 
Iceland. For his service there, he received the Air Force 
Commendation Medal. He completed his tour of duty as a 
lieutenant commander. 

After 2 years of general surgery residency at Grady 
Memorial Hospital, Atlanta, GA, Dr. McDonald spent 3 
years in further residency training in urology at the Uni- 
versity of Michigan Hospital, Ann Arbor, MI. He was a 
junior member of the McDonald Urology Clinic, Atlanta, 
before his election to Congress in 1974. He was a member 
of several medical associations, including the Association 
of American Physicians and Surgeons, the Association of 
Clinical Urologists, the Medical Association of Georgia, 
the Medical Association of Atlanta, and the Atlanta Uro- 
logical Society. He also served on the Georgia State Medi- 
cal Education Board from 1969-74 as acting chairman and 
vice chairman. 

In Congress, Representative McDonald was a member 
of the House Armed Services Committee, its Research and 
Development Subcommittee, and its Special Subcom- 
mittee on NATO Standardization, Interoperability and 
Readiness. 

Otolaryngology Course 

The Tenth Annual Symposium on EAR, NOSE AND 
THROAT DISEASES IN CHILDREN: A 1983 
UPDATE, Including the Most Recent Results of the Pitts- 
burgh and Boston Studies of Ear and Sinus Disease and 
Tonsillectomy and Adenoidectomy will be held 10-14 Dec 
1983 at The Breakers, Palm Beach, FL. 

An update and review of the diagnosis and management 
of ear, nose, and throat diseases in the treatment of chil- 
dren will be presented through: 

• Simultaneous scientific sessions for pediatricians and 
otolaryngologists, 

• Combined sessions on recent advances, and 

• Panel discussions. 

The symposium is certified for 17 hours of continuing 
medical education credit. There will be a tuition fee of $250 
for physicians and $185 for residents. 



Travel and hotel arrangements may be made directly to 
The Pittsburgh Travel House, 3510 Fifth Avenue, Pitts- 
burgh, PA 15213. 

For further information contact Department of Otolar- 
yngology, Children's Hospital of Pittsburgh, 125 DeSoto 
Street, Pittsburgh, PA 15213. Telephone: Commercial 
(412) 647-5465. 



Critical Care Medicine 

A National Institutes of Health Consensus Statement 
on Critical Care Medicine now may be obtained from the 
NIH Office of Medical Applications of Research. 

The report was prepared by a panel of experts which 
considered scientific evidence presented at a NIH consen- 
sus development conference. It contains recommenda- 
tions and conclusions concerning critical care medicine. 

Consensus conferences bring together researchers, prac- 
ticing physicians, representatives of public interest groups, 
consumers, and others to carry out scientific assessments 
of drugs, devices, and procedures in an effort to evaluate 
their safety and effectiveness. 

Free copies of the Consensus Statement on Critical Care 
Medicine are available from Michael J. Bernstein, Office 
of Medical Applications of Research, Building 1, Room 
216, National Institutes of Health, Bethesda, MD 20205. 

Help for Genetic Birth Disorder 

Neurofibromatosis (N.F.) is one of the most common 
and most commonly misdiagnosed genetic birth disorders. 
N.F. can cause disfigurement, blindness, crippling, loss of 
hearing, and death. Symptoms include small growths on 
or under the skin, curvature of the spine (however slight), 
one part of the body larger than the others, growth too fast 
or too slow, freckle-colored birthmarks, or a learning 
disability. 

For further information write to N.F. Foundation, 70 
West 40th Street, New York, NY 10018. 

Zero Tolerance 

In December 1982 the Commanding Officer, Naval 
Health Sciences Education and Training Command 
advised each scholarship student of the Chief of Naval 
Operations' policy on the use of illicit drugs. All personnel 
in the Armed Forces Health Professions Scholarship Pro- 
gram and all others should be aware that this policy is one 
of ZERO tolerance and applies equally to those students 
attending civilian schools under Navy sponsorship as it 
does to members of flight crews or the crews of naval 
vessels. Students who have reported to the program since 
December 1982 will be similarly notified in the near future. 
When it comes to drugs^BE SMART, DON'T START. 
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Creator, Father, who first breathed 
in us the life that we received, 

By power of thy breath restore 

the ill, and men with wounds of war. 

Bless those who give their healing care 
that life and laughter all may share. 

Navy Hymn (Medical Verse) 



To the medical personnel who made the 
supreme sacrifice and gave their lives in 
the honored service of our Nation. 
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